m | Designation of Beneficiary OMB pr Appraved
Federal Employees’ Group Life Insurance (FEGLI) Program Important:

Read instructions on the
Back of Part 2 before completing this form.

Federal Emplo;
Group Lite Inswmance

(DO NOT erase or cross-out. Use a new form.)

Information About the insured (not the Assignee, if there is one) (type or print)

Name of Insured (Last, first, middle) Date of birtp of Insured (mm/dd/yyyy) Social Secunity Number of Insured
” ..

Feperico  ffesent GEREE 1f6q/1547 D45-38-8943

The Insured is: k'an employee If the Insured is retired or receiving Federal Employees' Compensation, give CSA,

Place an "X" in the 1 4 retiree L CSl1, or OWCP claim number:
appropriate box. e .

a compensationer

A.

Department or agency where the Insured works (If retired, last department or agency where the Insured worked):

Department or/zency - Bureau or division Location (city, state, and ZIP code)

FBS NCR- TRIANCEE lasmneren | DE Rod07

B. lnformatnon About the Beneﬂcnary or Beneficiaries (See Back of Part 1 for examples) (type or print)

’?733 C—’PPFéFl?"U\/ Prive
aéh<71:ﬂ7 VA XRiRH

/35’*"/‘/‘6‘776

Total (Must equal 100% or 1.0) (Do not use dollar amounts)
(Do not put a Total if you designated lypes of insurance. See example 4 on Back of Part 1. )

C. Statement of Insured or Assignee (type or print)

Your name and address (Including ZIP code) Please check one: Please check all three:

Tam:

_ _flegerT_ & Fepermics ,
_F a, _3 8 X /{ 4/ 5/ the Insured y | have not assigned the insurance.

; ; . * FTwo people who witnessed my
_ _SPrINGFIELh, /A ZRIST | [ennssree signsn signed beiow.
See Back of Part 2 for definitions X bg:ie:-:gi(a?;me either witness as a

1 understand that if there is a valid assignment on file, only the assignee has the right to 1 understand that if this Designation is invalid for any reason, the Office of Federal
designate a beneficiary. If a valid assignment is not on file, but there is a valid court order on  Employees’ Group Life Insurance will pay benefits according to the next most recent valid
file with the agency or the U.S. Office of Personnel Management, as appropriste, any designation. 1f there isn’t one, it will pay according to the order listed on the Back of Part 2.
designation I complete for the same benefits is not valid.

I understand that if this Designation is valid, it will stay in effect unless it Is canceled. I am canceling any and al] previous Designations of Beneficiary under the Federal

(See "When Is A Designation Canceled?” on the Back of Part 2). Employees' Group Life Insurance Program and am now designating the beneficiary(ies)

named above.

Signature of Insured/Assignee (Only the Insured/Assignee may sign. Signaperew by guardians, conservators or through a power
of attorney are not acceptable.) Thns fgr A8 nop valid unless lnsur be Signs in this box.

D. Witnesses To Signature (A witness is not eligible to receive a payment as a beneficiary.)

Signature of witness ﬂ‘
J20Yv.o il 2V, S

Signature of witmess

Address (Including ZJP code)

2%03 Far77) Cavle Bowie MDD 2078

Address (Including ZIP code)

E. For Agency Use Only

Date of receipt (mm/dd/yyyy)
le |54 Loy
N l ]

Receiving agency Slgil;\r;()f authprized agency official Title
C/)g ( \ ( AA L s k 9\ g\}\rr\w FLRH
Parnt 1 - Original

U.S. Office of Personnel Management SF 2823
FEGL! Handbook (Rl 76-26) NSN 7540-01-231-6228 2823-103 Previous editions ase not usable. Revised April 2001




I S
FERS

Federal Employees
Retirement System

Designation of Beneficiary

Federal Employees’ Retirement System

206 UL 12 gt o

Form Approved
FECE’V[O OMB No. 3206-0173
C(‘ A -* "" ™~  Important:
ARV Read all instructions before
fitfing in this form

54

A. Identification
Name (Last, first, middle) Date of birth (Month, day, year) Social Security Number
Federico, Robert George 11/04/1947 069-38-8963

nym ; s | An employee | Retired or an | Former employee eligible If you are retired give your claim number
Place ar? X" in the v applicant for for retirement in the
appropriate box: retirement future
Department or agency in which presently employed (or former department or agencyy):
Department or agency Bureau Division Location (City, state and ZIP code)
GSA-PBS PBS-NCR NCR-WPZ (Triangle Services) | Washington, DC 20407

I direct, unless otherwise indicated below, that if more than one

I, the individual identified above, designate the beneficiary or
beneficiaries named below 1o receive any lump-sum benefit which may
become payable under the Federal Employees' Retirement System (FERS)
after my death. | understand that this designation of beneficiary is also for
any lump-sum benefit which may become payable under the Civil Service
Retirement System (CSRS) after my death. | understand that this
designation of beneficiary cancels any previous FERS or CSRS
designation of beneficiary, and that it remains in effect until [ cancel it in
writing or | receive payment of my employee deductions for FERS (and

beneficiary is named, the share of any beneficiary who may predecease me
or who may be disqualified for any other reason, shall be distributed
equally among the stated beneficiaries, or entirely to the survivor. If none
of the beneficiaries are alive and eligible to receive payment when a
lump-sum payment becomes payable, this designation is void, and
payment will be made according to the order of precedence set by law.

CSRS, if applicable).

B. Information Concerning The Beneficiaries (See Examples of Designations):

First name, middle initial, and last
name of each beneficiary

Address (Including ZIP code) of
each beneficiary

Share to be paid to

Relationship
each beneficiary

95

Donna Rosa Federico

9158 Stoncgarden Drive, Lorton, VA 22079

Spouse

Robert S. Federico

9158 Stoncgarden Drive, Lorton, VA 22079

w

Son

Date of designation (Month, day, year)
07/07/2006

Your S|gnature

=)

C. Witnesses (A witness is not eligib
We, the undersigned, certify that this state

le to receive payment as a beneficiary):

Total = 100%

|§nature of W|tness

ment was signed in our presence.
Number and

1
2eos S;?O(Qecresﬁ" <t SE

City, state and ZIP code

Wach O, seore

Clt%e and ZIP COCiZ/d DZ/ %37

ﬁecelvmg agency certlflcatlon

I have reviewed this designation and certify that the designated shares total 1002

Date rece/ ed

/aﬂ

esses

Signature

are designated as beneficiaries.
Date
// [ /oé

Type orﬁnnt your Yreturn address to insure retu

Robert G. Federico
P.O. Box 1318
Lorton, VA 22199

n of

Part 2 - Employee Copy

21 9y
A s—m,q

See Back of Enf%byeefCopy For Instructions
On Wheke To Ee5Phis Form.
(Retain unnf-émployeeﬂeaves Federal
servnccignd then send to OPM)

U.S. Office of Personnel Management

5 CFR 843 NSN 75

40-01-246-9252 3102-103

-5 —J
= D
i =
= v
o I Standard Form 3102
Previous editions are usable Revised June 2000



S Ty e DESIGNATION OF BENEFICIARY IMPORTANT

(Rev. 11-91)
Title 4, GAO Manual Read instructions
1152-108 DE%NPM:DCSSIPENSA::L N O:EE on back of duplicate
NSN 7540006344340 EAS. LIAN EMPLO before filling In this form
INFORMATION CONCERNING THE EMPLOYEE:
NAME (Last) (First) {Middle) " | Dave oF Birrs {monttyf day, )
o . 11/09/7547
Fi
PR} Co /ﬁﬁggﬂ?’ @.‘:ﬁﬂéﬁ Soctal Security flumber .
e YL AT
DEPARTMENT OR AGENCY IN WHICH EMPLOYED
—————— (Btpartment;;;;::;}—h_—d“---_““h-_- T (Burean) i (Dlvﬁi:::l;— T

I, the employee named above, canceling any and all previous Designations of Beneficiary heretofore made by me, do now desig-
nate the beneficiary or bengficigries named below to receive any UNPAID COMPENSATION due and payeble after my death. I under-
stand that this Designation of Bensficiary velates solely to money due as defined in 5 USC 5581, 5582, 5583, and in no way will
affect the disposition of any benefit which may become payable under the Relirement or Group Life Insurance Acts applicable to my
Government service, I further understand thal this Designation of Bengficiary will remain in full force and effect wntil (1) expressiy
changed or revoked by me in writing, (2) I transfer lo another agency, or (3) I am reemployed by the same or another deportment
or agency of the Government.

INFORMATION CONCERNING THE BENEFICIARY OR BENEFICIARIES:

Type or priot first pame, :::gmmqm end fast name Type or print adiuu (iecluding ZIP Code):t each beneficiary Relatfonshlp Sm te be d:_y'"
o THE TV DRENTEAZS, oF ;
Ecizpsery SHARFE Chorsripe s (VA 22) A3 iita 52?%_

J/o AANNE f'%j?ﬁ:ft o

& ST RN Lm0 Lo - — O
bibarorires LA 2AI93 ra4 507

I hereby direct, unless otherwise indicated above, that, if more than one beneficiary is named, the share for any deceased benefi-
ciary who may pradeceass me shall be distributed equally among the surviving bensficiaries, or entirely to the survivor, [ understand
that this Designation of Benaficiary shall be void ¢f none of the designated beneficiaries is lving at the time of my death.

I hereby specifically veserve the right to cancel or chenge any designation of beneficiary, at any time, in the manner and form
prescribed by the Comptroller General of the United States, and without k ledge or co

on-foonth, day, yea) T - B (Sts;u.nlt:m of empl';;'e-e) TrTTTEmmmmm T

Wi TO SIGNATURE; _ %
ALy, t%ﬂ?//% _____ 7 %@ 2 /f% 4%?

{Slgnature of wilness) (Number and atreet) ¥ .

Zeal - :

Aot WUsbowadd . 0O St s w, \Wash oo TS24

{Slgnature of witness) ' . (Mumher gnd strect) . (City, State, an ‘Code)
PRINT OR TYPE NAME AND ADDRESS (INCLUDING ZIP CODE) OF EMPLOYEE THIS SPACE RESERVED FOR RECEIVING DATA

OF EMPLOYING AGENCY

M | T

I._ -——i . (Indicate dafe and by whom recelied)
DELIVER BOTH COPIES TO THE PROPER OFFICER OF YOUR AGENCY-DUPLICATE WILL BE NOTED AND RETURNED @
Privted on Rocysiod Papot






